To know the patients' attitude regarding preserving records: pre-and postcounseling.
INTRODUCTION
The health record is a vital and relevant document made by a health care practitioner at the time of or subsequent to a consultation and/or examination or the application of health management. A health record/reports like X-ray, computed tomography (CT), magnetic resonance imaging (MRI), ultrasound, angiography, pulmonary function test, bronchoscopy, echocardiography, microbiological culture/susceptibility reports and other records, such as admission/discharge notes, medical certificate records, referral letters, prescriptions, etc., contain information about the health of an individual.
The importance of record keeping by the patients has been observed to be the vital throughout the life of the patient. The records should be preserved well as far as possible so that these can be utilized when the need arises, especially for the evaluation and comparative assessment of the patient's health condition. Many people, especially those who are illiterate, ignorant, and unaware of the importance of keeping health records, find it irrelevant with regard to the diagnosis, treatment, and prognosis. The follow-up assessment and outcome is not possible or difficult in these patients.
Most of the patients reporting at outpatient department (OPD) and inpatient department (IPD) do not preserve their records. It creates difficulty for consultants to make proper diagnosis and assessment for their prognosis and outcome. That is why, many times the patients do not find relief and sometimes it results in serious outcome. This is mostly observed in the cases of tuberculosis and other lung diseases, like pneumonia, chronic obstructive lung diseases, interstitial lung disease, malignancy, etc.
Hence, the present study has been planned to assess the perception of patients regarding record keeping and provide them health education regarding importance of storage of treatment-related documents. The studies related with personal keeping of the records by the patients have not been conducted till date, but few studies do have related data regarding storage of documents by hospital. [1] [2] [3] [4] With this study, we want to highlight that proper storage of documents is the most basic and crucial step in order to provide a better diagnostic treatment and prognostic aid in tuberculosis and other pulmonary diseases.
MATERIALS AND METHODS
A prospective longitudinal study was conducted among the patients attending OPD/IPD in Pulmonary Medicine Department, Rohilkhand Medical College and Hospital, Bareilly, Uttar Pradesh, India, from July 1, 2014 to January 31, 2016. All the patients coming to OPD during the first year of study and gave consent were included in the study. Both new and old patients participated. One individual was enrolled only once in the study during his/ her first visit to OPD regardless of their further course, i.e., hospital or home-based treatment.
Inclusion Criteria
• Patients aged 18 years or above • Only clinically stable patients, and • Patients suffering from chronic diseases like chronic obstructive lung disease, interstitial lung disease, malignancy, tuberculosis, etc.
Exclusion Criteria
• Patients not giving consent for study and • Patients who died during the study period. A questionnaire was administered to all the patients to assess demographic details, their perception about medical record keeping on first visit as well as follow-up regarding details of maintenance of medical records. Primary data regarding the perception and practices of the patients in storing health records and demographic details were taken while enrolling patients first time in the study and health education was imparted regarding the importance of medical record keeping. Sources of health education were: Individual/group motivation, videos/ skit programs, pamphlets, leaflets, folders, instructed files, brochures, display boards, posters, and banners.
First follow-up was done after 1 month of enrollment in the study and practices of storage of health records were assessed. During the first follow-up, the patients were reeducated again regardless of their practices of record keeping. Second follow-up was done after 3 months of enrollment; the impact of health education and counselling was viewed by assessing their practices regarding record keeping. While assessing the practices, important medical documents like radiological investigations (X-rays, ultrasonography, CT scan, and MRI), pathological investigations, other investigations like echocardiogram, electrocardiogram, and previous prescriptions were included in medical records.
OBSERVATIONS AND RESULTS
The present study was carried out as a prospective study to assess the patient's knowledge about carrying the documents at the time of hospital visits, to assess the methods of keeping important documents, their perception regarding importance of document, and to assess impact of health education in proper storage of health records.
During the study period for first inclusion of patients, a total of 1,028 patients were enrolled in the study. However, only 998 patients came for complete follow-up, i.e., two follow-up visits and were included in the final analysis of results. These patients were also evaluated based on the demographic profile.
Of 998 patients, 631 (63.2%) patients were males, 664 (66.5%) belonged to age group of 36 to 65 years, and 766 (76.8%) were from rural background. Majority patients were illiterate -658 (65%), married -852 (85.4%), labor by occupation -458 (45.9%), and from nuclear family -598 (59.9%). In addition, 502 (50.3%) patients were given IPDbased medical care and rest, 496 (49.7 %) patients, were given home-based treatment and OPD-based follow-up ( Table 1) .
Out of a total of 998 patients, only 42.2% had their previous records preserved and good practices of maintaining health record. After providing proper counseling and health education to both groups, who were preserving and not preserving the records, in the first month of follow-up, there was an increase in record keeping by patients from 42.2 to 78.2% and on second follow-up (on third month) it reached 80.2%. While test for difference is done in proportions, change in practices among patients for keeping the records and carrying at the time of consultation was found to be significant (p < 0.001). Therefore, there was significant increase in practice of record keeping after health education.
There was significant increase in record keeping practices in both sex, both rural and urban residents, in both IPD and OPD patients, and both nuclear and joint family background. But, only significant increase in record keeping was seen in married persons in comparison to unmarried persons (Table 1 ). It shows that proper health education increases record keeping practice in all persons regardless of their gender, age, education, occupation, family type and treatment pattern type. Therefore, health education targeting the general population will help in improving the good habit of record keeping regardless of basic demographic characteristics. Table 2 shows questions and response of patients who did not store records. Among all, the most common reason for not storing records was that 221 (38.3%) thought that storage was not necessary as the disease was cured, course completed, or became asymptomatic, 161 (27.9%) were ignorant about record keeping, 125 (21.7%) did not care or thought that it was not necessary, and 70 (12.1%) had lost or destroyed records by someone Table 3 shows questions administered to patients and their response regarding their way of storing documents. It was found that 214 (50.8%) of them kept them in thick carry bag, 198 (47%) in prescription file, while 9 (2.1%) patients kept them without file or bag; 388 (92.2%) patients kept them flat, 7.4% of them in folded manner, and 0.5% did not care; 114 (27.1%) kept records on flat surface with cover and 35 (8.3%) without cover; 154 (36.6%) kept records in cupboard/drawer/box/suitcase and some of them 86 (20.4%) hung on wall; 32 (7.6%) on window or door. In 71 (16.9%) patients records were within reach to the children; 39 (9.3%) patients kept records in different places, whereas 382 (90.7%) kept in one place; 260 (61.8%) patients brought records in unarranged manner when reporting to the doctor, while 161 (38.2%) brought them in arranged manner.
IJAIMS

DISCUSSION
The primary objective of patient-related documents is to enable the treating health care practitioners to provide quality health care to the patients. It is thus a living document that tells the past and present story and forecasts the happenings in the future, if the records are adequately preserved and maintained and it also facilitates the health care professionals at each visit. In other words, the patient's health record is a powerful tool that facilitates the treating physicians to view the patient's medical history and identify their problems or pattern of sickness that may help to determine the course of health care.
This appears to be the first study on this subject ever conducted in the field of medicine. Various studies have been carried out pertaining to the storage of records by hospitals in developed countries, 5,6 but in developing countries like India, where these facilities are not available in all hospitals, the patients have no alternative except to store their records in a proper manner. For this, the patients are given health education in various health education awareness programs in the Department of Pulmonary Medicine and Community Medicine of RMCH.
Health awareness programs are regularly carried out in OPD and IPD through audiovisual aids, such as (1) liquid crystal display projection, (2) motivation (group and individual). Regular group health education activities are being carried out twice a week in wards for patients, their relatives and friends by: (3) Distribution of booklets, leaflets, and through health education boards, (4) various camps, such as World TB Day, World Asthma Day, World No Tobacco Day, World chronic obstructive pulmonary disease Day, and World Health Day camps, (5) thick envelope, thick files with clips, and hard poly bags are provided to patients to store their documents safely in proper manner. The health education activities and health day camps are carried jointly by the Department of Pulmonary Medicine and Community Medicine (Figs 1 to 7) . Thus, good record keeping by the patients has been observed to promote the better understanding of the health problem by the treating physicians in better way and within the short possible interaction session. The properly preserved records of the patients embrace transparencies and in fact these records speak themselves in a clear way and these may further promote better communication, understanding, and a sound health care provider and beneficiary relationship.
In our study, 577 (57.8%) patients did not preserve their health records and among them 161 (27.9%) patients were ignorant about the benefit of health record keeping as they had not been told by anyone to store their health records; 221 (38.3%) thought in their mind that its storage was not necessary as the disease got cured or course had been completed and the next time doctor would not consider their old records and would advice new investigations. In these patients health education has shown remarkable change during two counseling done in first and 3 month of follow-ups, as the percentage reduced to 21.8% and further 19.8% (Table 2) . This created a hope that merely on health educating on different occasion, we can change or correct the perception of an individual.
Not only educating individuals to store their health records, our aim also included to make them aware to the proper method of health records storage, so that they do not get damaged and persist with patient for longer duration. The health records should be kept in thick carry bag or file, unfolded (especially X-rays, CT, MRI, etc.) in proper safe place away from the reach of small children and properly arranged in one place, which reduces inconvenience to the doctor and allow him to understand the disease early. The awareness was spread among the patients who were not aware of the proper method of health records storage.
CONCLUSION
With the sustained and regular health education/ motivation, the patients realized the importance of record keeping. It also improved the proper diagnosis, management, and prognosis of the case. On postcounseling, there was marked improvement in data storage. This study has shown that the documentation of the patients suffering from respiratory diseases can be improved by the health education activities on this aspect. These findings can also be utilized in other medical specialties, such as orthopedics, pediatrics, medicine, surgery, etc.
